such as lipiodol was injected into the pleural cavity, the iodine fragment was liberated and could be detected in the urine.
In reply to Dr. Burrell: The rate of absorption was roughly known; olive oil might be completely absorbed in six months, and paraffin oil in from twelve to eighteen months; he did not employ liquid paraffin, however, as in one case it had appeared to irritate and to thicken the pleura.
The accident that Dr. Burrell described should never occur. He could not understand anyone producing an oleothorax and straightway sending the patient upon a voyage. After the first two or three injections of oil, the patient must be carefully watched, lest irritation of the pleura should occur, with consequent exudation of fluid and a serious displacement of the mediastinum. In certain cases oil would produce adhesions, but in obliterative pleurisy, sufficient oil must be put in to prevent the pleural surfaces coming togetber. As the pleural cavity further contracted the oil was driven to the upper part of the chest and it was usually just in this part that it is wanted.
In reply to Dr. Evan Bedford: It was perfectly easy to remove the oil. He had taken oil out six months. twelve months, and eighteen mnonths after it had been put in and it was still as sweet and clean as when it was injected. This case probably belongs to that somewhat rare group in which the site of the stenosis is subaortic, i.e., below the valves; six cases of this type of aortic stenosis are mentioned by Osler, and he refers to twenty other cases recorded by Goldweizer; the lesion may be congenital-Keith explains it as an arrest of development of the conus-or it may be acquired, the inflammatory process having spread from the mitral valve to the subaortic region. In certain respects, subaortic stenosis differs in its symptomatology from aortic stenosis of the valvular type; the condition is, as a rule, discovered accidentally and symptoms of diminished circulatory output may be largely absent as in the case at present uinder discussion in which there is no suggestion of pallor, no history of giddiness or fainting and no tendency to bradyeardia.
Discus8ion.-Dr. EVAN BEDFORD said that he did not agree with Dr. Parsons-Smith about the setiology; he thought that this was a straightforward case of rheumatic aortic and mitral stenosis. The combination of aortic and mitral stenosis was quite common in rheumatic cases. In cases of combined aortic and mitral disease of rheumatic origin in adults, an aortic systolic thrill could often be detected if carefully sought for. Cabot had stated that some degree of stenosis was the rule in cases of aortic incompetence in adults, examined post mortem. He (the speaker) had followed up a series of cases of rheumatic aortic stenosis and had found that there was always some degree of regurgitation to be detected clinically. He had only found one case of rheumatic aortic stenosis without clinical incompetence and even in that an aortic diastolic murmur was audible occasionally.
In Dr. Parsons-Smith's case there was a definite aortic diastolic murmur which was in favour of a rheumatic and against a congenital lesion, in which the stenosis was usually " pure." He (the speaker) believed that these " rheumatic " cases started as aortic incompetence and that, in the course of time, gradual stenosis occurred and the degree of incompetence diminished. He had proved this in one case of clinically almost pure stenosis, as reference to previous hospital records had shown that aortic incompetence had been diagnosed years before. In Dr. Parsons-Smith's case the presence of mitral stenosis proved the rheumatic origin of the lesion.
Dr. PARSONS-SMITH (in reply) emphasized the accidental discovery of the condition and the absence of rheumatic history; he thought that the absolute freedom from subjective symptoms of any kind made it more likely that the valve lesion was of congenital origin rather than that it was an acquired endocarditis. Strickland Goodall on account of attacks of "palpitations" which recently had prevented him from working. Since age of nine has suffered from paroxysmal tachycardia; he says that his heart suddenly begins to beat very rapidly; has a suffocating feeling in his throat and breathing becomes difficult. Attack has sudden onset and sudden cessation; immediately after he feels quite well again. Duration of attack varies from two minutes to fourteen days. He is LeadlI Lead II Lead III FIG. 1.-Taken between attacks, 1914. frequently able to stop the attacks by holding his breath, and putting his head between his knees. Between the ages of 47 and 57 he had no attacks. Three months previous to admission there was a recurrence of attacks, of increasing frequency and duration, but no alteration in character. Fourteen years ago he was admitted to the London Hospital under the late Sir James Mackenzie and Dr. Parkinson. An electrocardiogram of paroxysmal tachycardia was obtained and also one between attacks ( fig. 1 ).
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